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VISCERAL SURGERY VIDEOS
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Laparoscopic  gastric  bypass  is  a  well-standardized  procedure  [1].  This  gastric  bypass  was
performed  with  5  trocars  according  to  the  Lonröth  technique  (precolonic,  pregastric  dou-
ble  loop)  with  anastomoses  made  in  the  left  hypochondrium  [2].  The  four  12  mm  ports
were  placed  in  an  arc  located  18  cm  from  the  xiphoid  process  before  inﬂation.  The  gas-
tric  sections  were  made  using  a  60  mm  linear  stapler.  The  gastrojejunal  anastomosis  was
performed  using  a  30-mm  linear  stapler  and  the  anastomosis  of  the  base  of  the  loop  was
made  with  a  45-mm  linear  stapler.  The  section  of  the  small  intestine  was  made  using  a
60  mm  linear  stapler.  The  gastrojejunal  anastomosis  was  laterolateral  and  located  on  the
posterior  aspect  of  the  gastric  pouch.  The  digestive  openings  were  closed  with  a  15  cm  con-
tinuous  suture  with  V-Loc® 180,  and  the  mesenteric  windows  were  closed  with  a continuous
suture  using  a  23  cm  non-absorbable  barbed  suture  (V-Loc® PBT).  The  biliopancreatic  loop
measured  between  75  cm  and  100  cm.  In  patients  with  BMI  <  50  kg/m2,  the  alimentary  loop
measured  between  120  and  150  cm.  In  patients  with  BMI  >  50  kg/m2, the  alimentary  loop
measured  150  cm.  No  drain  was  used.  The  average  operating  time  was  90  minutes.  Patients
were  allowed  to  drink  (clear  ﬂuids)  on  the  ﬁrst  postoperative  day.  Patients  were  discharged
on  the  third  day  postoperation  [3].  This  video  (Supplementary  data)  shows  the  different
surgical  steps  and  the  use  of  barbed  suture.
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ppendix A. Supplementary data
upplementary  data  associated  with  this  article  can  be
ound, in  the  online  version,  at  http://dx.doi.org/10.1016/
.jviscsurg.2014.09.011.
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